l H I S PAPER deals with observations derived from a more general study of the psychodynamics and psycho-physiological correlations in patients suffering from amenorrhea. 6 These observations, under the direction of Dr. George E. Daniels, were made on 26 unselected cases of long-standing amenorrhea referred from the Sloane Endocrine Clinic. This paper discusses the normal emotional reaction to menarche and menses, some of the distortions of these attitudes, and raises the question of the possible relationship between emotional attitudes and hormonal levels. In order to demonstrate how the concept of this physiological function may be distorted and the nature of some of the factors accounting for this distortion the author will use one of the patients who was studied as part of the above project.
Anthropological studies and folk lore abound in references to the great emotional significance of the menarche and menses. Menarche is the time when young girls participate in the rites that admit them to the status of womanhood. The menses themselves have been assumed to have many magical and powerful properties. 2 ' 5 The menstrual fluid was From the Departments of Psychiatry and of Obstetrics and Gynecology, and from the Sloane Endocrine Clinic, Columbia University, College of Physicians and Surgeons, New York.
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Received for publication July 22, 1953. regarded as a poison capable of destroying crops, poisoning food, and destroying male virility, but also as possessing great powers to increase fertility, and conferring the quality of sacredness upon the menstruating woman. Thus in many cultures the menstruating woman has been given a special status. In reviewing the individual girl's attitude towards menstruation, menses are again often given both realistic and magical properties toward which she may have strong feelings of either a positive or a negative nature. The menses symbolize in general three changes for the girl: (1) attainment of maturity, (2) adult sexuality, and (3) the possibility of pregnancy. Thus the menarche may be welcomed as a symbol of finally having reached the longed-for status of maturity, of having competed successfully with her colleagues, of a sign that she will now receive additional privileges because of this new maturity, and of a step towards independence to be loudly proclaimed or hidden as a precious secret. In contrast, there can be a fear and rejection of maturity and its added responsibilities which necessitate the giving up of dependent pleasures. The new status may not be looked upon as pleasure but rather as a restrictive, dirty, and repugnant function, an additional nuisance in the care of the body and an obstacle in athletics, swimming, etc. Helena Deutsch points out that this latter attitude occurs more frequently in the group that reaches menarche at an earlier age, when the orientation towards maturity and the sexual role in life has not established itself. The menses may be hidden and sometimes denied. This may represent an analogy to the feelings and conflicts over bowel training, and hence menses and feces EASSER may be associated consciously or unconsciously.
The menarche is also regarded by the girl and her parents as a symbol of sexual maturity, indicating that she is now capable of sexual intercourse. The girl has increased feelings about herself as a sexual object. Her fantasies of sexual relationships are either reacted to positively or rejected with strong guilt and fear. There can be an anticipated pleasure over the future sexual union, or the old sexual conflicts relating to the violence concept of sex, mutilation fears, and rejection of the female role can be aroused. Although at this time the girl feels an increased sexual urge, society demands that she control it for many years. The parents, fearful of the sexual maturity symbolized by the menarche, may tend to be more restrictive and to guard their daughter's virginity with warnings and prohibitions, in contrast to the anticipated new rights that the girl correlates with this new sign of maturity.
Menarche is a symbol not only of growing up, being a sexual love object, but also of being ready to bear children. This arouses in the girl all the old feelings regarding childbirth, as illustrated in fantasies of giving birth, desire to care for other people's children, and a more maternal attitude toward younger siblings. On the other hand, it can arouse deep and powerful conflicts, including those arising from her feelings toward her own mother, her distorted and fantasied ideas about birth as mutilation and suffocation, and those arising from a revival of sibling rivalry displaced onto the fantasied fetus. In addition, this is taken by the parents as a signal to inform their daughter of the "facts of life," which again may be welcomed as exciting or rejected as negative, fearful, and distasteful.
Case Report
The case chosen for the purpose of this paper displays both the positive and the negative attitudes to the menarche and menstruation, and the way in which these attitudes were distorted. This patient entered the general project through the Sloane Endocrine VOL. xvi, NO. 5, 1954 427 Clinic because of a five-year period of amenorrhea from the age of 18 until the time of the beginning of therapy at the age of 23. At the clinic a thorough general medical and gynecological work-up was done, revealing no clear-cut somatic pathology. She underwent psychotherapy for a period of six months, twice weekly, a total of 36 hours. Concomitantly a biweekly assay of the urinary level of gonadotrophic and estrogenic hormones was made.
This patient was an attractive, 23-year-old married Jewish woman, attractively dressed in a casual, "arty" fashion. She was extremely intelligent, very warm and friendly in a somewhat histrionic way, but displayed marked anxiety and emotional lability. She was a college graduate and at the time of her first interview had left a postgraduate course in art for economic reasons and was working successfully and happily as a children's art instructor. She was ambitious to return to school to equip herself as a teacher of art and art appreciation on the adult level. At the beginning of therapy she had been married for four years to an artist five years her senior, who supported himself as a guard in an art gallery and painted in his free time.
The symptom which brought her to the Sloane Endocrine Clinic was her failure to menstruate. Her menarche occurred between the ages oi 11V1 and 13 and was completely regular, every 30 days, lasting 7 days, until the age of 18 when the menses ceased. Since the cessation of her menses there has been no spontaneous return of the menstrual flow. There was an artificial induction of the menses through the use of hormones soon after the onset of the amenorrhea. When she was told that this would not cause her to resume a regular cycle she stopped the hormone therapy, feeling that it was not normal. Her ostensible reason for seeking treatment at this time was to reassure herself that she was normal and capable of bearing children at some future date.
The patient was the sixth child and the youngest girl of a family of five girls and two boys. The family lived in extremely poor economic circumstances, her father not working until the patient was 16. The quarrels between the parents were frequent and violent. The father was constantly ridiculed by the mother, treated with contempt by the children, and appeared completely impotent in the eyes of the family. At the same time, the patient recalls him bitterly attacking her for destroying his marriage. Her mother was very overprotective, dramatically martyred herself, and openly deprived herself of food so that the children could eat. At times of emotional upheaval she would threaten to leave or commit suicide. The mother had numerous physical complaints. Shortly after the birth of the patient, her mother was hospitalized with blood poisoning supposedly because the patient had scratched her breast. This was one of a series of hospitalizations for various operations. The only menses of her mother that the patient remembsred were followed by a hospitalization of the mother, and it was explained to the patient that her mother's ovaries had been removed. Also when the patient asked why her mother had no teeth, she was told that this was one of the results of childbirth.
The sisters, all older than the patient, had no menstrual disturbances as far as can be ascertained. Their attitude toward the patient was frequently maternal, and they often acted as mother surrogates, but became fiercely competitive, domineering, and belittling if the patient showed any sexual interest, received sexual attention, or demanded a mature and equal role.
The patient always did well at school but was extremely sensitive to the criticisms of her siblings. She recalls that when she was about 8 or 9 years old a little boy kissed her; she became so upset that she wanted to throw herself off the roof. As a child, she thought of her genitals as a wound and asked that they be bandaged. Her mother attempted to reassure her by showing hei those of her sisters. She recalls believing that anyone who went to the hospital, male or female, could have a baby. When she was a child she spent a great deal of time fantasying little playmates. She told her mother that instead of having children of her own she would look after the ones that were in the orphan asylum. Once she noticed her dog bleeding and, on inquiry, was told that it was menstruating. Her mother said that they would have to get rid of it. At the age of io, her 17-year-old brother played with her sexually and told her to keep quiet about it. The patient was still ashamed of this episode.
When menarche occurred she was very proud at first, feeling that she now had reached a position of status. This feeling was short-lived. She recalled that once at this time the whole family went swimming. None of the girls could go in because they were all menstruating. She proudly AMENORRHEA proclaimed that she couldn't either. They examined her panties, laughed at her, and forced her to go in. She was tremendously humiliated and chagrined. The patient states that when she began to menstruate, her next older sister began to date. During this time her menstruation was normal.
The patient reacted to the menarche with great pride, a desire to boast, and an anticipation that she would now acquire a new status. This dream was quickly shattered during the first flow, and from that time she always had pain with her menses. Other disillusionments rapidly followed. She resented the fact that she was forced to stay with her younger brother and young niece while the older members of the family dated. When she attempted to gain special consideration during menses by avoiding chores, this was denied to her by her mother. Although the patient now looked upon herself as sexually mature and expected that her sisters would provide dates for her, they ridiculed this. On the contrary, as soon as she began to receive attention from men they made fun of her, became hostile, and were no longer protective. They belittled her taste in clothes, accused her of flirting with their boy friends and competing for them. To top it off, the patient remarked that as a child she had been very pretty, but that after the menarche "they took away my pigtails and my bangs, put my teeth in braces; I became skinny and had pimples." During her first petting session, at the age of 14, the patient began to bleed vaginally. Although this would appear to have been a normal menstrual period, the patient interpreted the bleeding as genital injury caused by her petting.
The patient associates two traumas with her last menstrual period. First, just before this time she had been taught dancing by a female teacher whom she described as brutal and mannish. "I felt that she was jealous of the girls because of their femininity. I wonder if she reminded me of my sister. That was the time I menstruated for the last time." The second and more immediate trauma occurred when a married teacher became interested in her. He was insistent in telling her of his love and desire for her. He wished her to become his mistress, and then, upon her refusal, he offered to divorce his wife in order to marry her. The climax of the romance occurred during this last menstrual period when he persuaded her to go away with him for the weekend. They spent the night together,
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petted, but had no intercourse because of her period. The patient reacted with intense feelings of humiliation, a fear of facing people, and despair. Following this her menses ceased.
She reacted to her amenorrhea with mixed feelings. She broke off the affair and confessed to an older sister, experiencing some emotional relief, but at the same time she developed the fear of pregnancy and the fear of defeminization, both partially induced by the statements of a physician who was consulted. After the artificial induction of menses, the patient refused to continue therapy because she felt it was not going to help make her normal. For a time she became obsessed with the fear that she was changing sex. She would frequently examine her clitoris and look for evidence of physical change.
A year later the patient married the younger brother of her sister's husband. The marriage was opposed by this sister and by her parents. She confessed to her husband that she did not menstruate, could not have children, and that he should divorce her, but his attitude was very reassuring. Sexually the patient was orgastic, but terrified prior to intercourse and attempted to avoid it as often as possible. When her husband used clitoral stimulation she was sure that she was being injured. She then started to masturbate for the first time and feared that she was injuring herself. After she no longer menstruated, she noticed that she became interested in the problems of the underprivileged. The patient stated that she had always associated her navel with menstruation and was fearful that it would begin to bleed. "Most people's you can see. Mine is pulled in. I feel that is why I stopped menstruating. Something is tied down. I no longer get such drastic emotions."
As was observed, this patient had shown an intense interest and pride in her menses, with the expectation of attaining an equality of feminine status with her mother and her older sisters. However, this status meant to the patient an identification with her martyred, crippled mother and a competition with the older women, conceived by the patient as a death struggle. She expected retaliation from her sisters, and in part, this was realistically evident in the sisters' ridicule, threats, and withdrawal of care and protection. To defend herself against these dangers she gave up her desire to blossom into a beautiful and univer-VOL. xvi, NO. 5, 1954 429 sally desirable woman and conceived of herself as having become ugly and repulsive. The fear of retaliation from her sisters became overwhelming when faced with the possibility of taking another man from his wife. At this point she withdrew from the struggle, broke up the affair, ceased to menstruate, and withdrew from the dangerous feminine position. She overtly feared but unconsciously desired a defeminized "hermaphroditic" status. Sexuality, although pleasure producing, became frightening in that it induced a fear of violence both to herself and to the man. Menses became associated with sexual pleasure, as in her association of it with her first petting session. She also associated the fact that she was menstruating on the first occasion that sR:2 spent a night with a man. Her earlier association of menses with her mother's operations and the discarding of the menstruating dog reinforced the danger of menstruation. Thus control over the bodily function of menses is connected with her ability to control strong but fearful sexual desires. Pregnancy is closely associated with menstruation and amenorrhea, but pregnancy to her also meant the destruction of the mother by the child, as emphasized by her picture of her own mother, and was also colored by her terror at her own destructive urges toward any fantasied children. With her period of amenorrhea this conflict was partially dissolved, and she was able to compensate by her desire to care for other people's children.
This patient showed certain interesting responses during the period of therapy both in her shifting dynamics and in her hormone levels. As mentioned above, throughout the course of the study, urinary levels of estrogen and gonadotrophin were measured biweekly. The hormonal levels as measured in this patient followed the type of amenorrhea described by Reifenstein as "psychogenic or hypothalamic amenorrhea," characterized by low or absent estrogen accompanied by approximately normal amounts of gonadotrophin. Reifenstein's hypothesis is that there is a psychological inhibition of hypothalamic activity and consequent interference with the physiological activity of the pituitary. How AMENORRHEA ever, it is interesting to note that until the age of 18, despite marked emotional instability and profound difficulty in adapting to a mature female role, this patient had seemingly normal hormonal function. At the age of 18, although no hormonal studies were done at that time, we may assume from the amenorrhea that a hormonal shift occurred. We know at least that five years later, at the onset of therapy, the estrogen hormones were much below normal physiological levels. This patient for the most part ran a low, flat estrogen curve corresponding to a premenarchal hormonal functioning during the period of observation. The estrogen level varied from 3.6 y to 5.4 y (normal 8-24 y). However, on two occasions during the course of therapy, there was a marked increase in the estrogen levels. The first rise-to 22.5 y-occurred eight weeks after the beginning of our study; the second-to 12.0 y-after eighteen weeks. The peaks of these two rises equaled the estrogen peak of the normal adult female. Unfortunately the estrogen levels were not measured frequently enough to determine the nature of the curve. The changes in the emotional status of the patient concomitant with these rises in the estrogen levels will he integrated into the discussion of the psychological material as it was presented throughout the course of the therapy.
On beginning therapy the patient immediately showed more anxiety. She felt that the therapist would force her to menstruate, which to her meant her withdrawal from her sisters' protection. She soon began to have subjective feelings of impending menstruation, such as lower abdominal cramping and breast tingling, for the first time since the onset of the amenorrhea. This was concomitant with an increase in her expression of hostility toward her sisters. She began to show independence from her sisters and from her female employer, finally quitting her job which she had previously feared doing because of fear of retaliation. Following this, the estrogen level rose markedly from 5.4 y to 22.5 y. Coincident with this high level, the patient expressed a feeling of confusion and bewilderment. She began to express fears of bodily changes, especially concerning weakening of her eyes and shifting of her teeth. She attacked her husband for his lack of strength and ambition. There appeared to be the beginning of a psychotic decompensation. With reassurance the patient restabilized and returned to her pretherapeutic adaptation. The hormone levels also returned to the previous low (5.2 y) .
After the patient was stabilized emotionally she was able to gain insight into the nature of her fear of her sisters' destructive retaliation to her more assertive femininity. At this time also similar fears were seen to be directed toward the therapist in the transference relationship. Following the working through of these insights, the patient gradually began to reassume her independence. She felt more comfortable with her colleagues at school, felt more accepting of her husband, and was able, for the first time, to entertain her sisters in her own home. She again experienced menstrual cramping. By the eighteenth week the estrogen level again rose from 5.3 y to 12.0 y. The patient felt depressed and reported nightmares of sexual attack and mutilation. She feared that she "was growing old and shrivelling up." The sessions began to revolve about her fears of becoming a parent, with the apprehension that she would mutilate and destroy her children. Many memories of her hostility to her younger brother and nephew were recalled at this time. The patient asked her husband for a divorce, projecting her own feelings of insecurity into the fact that he would make an inadequate father. At this time the material shifted from emphasis on the competition with her sisters to her unsatisfied dependent needs and competition with her mother. The therapist now became, for the patient, the mother surrogate. The patient's desire to complete herself as a woman by bearing a child evoked early memories of her oral destructive fantasies towards her own mother, which were then projected onto the fantasied child. The patient's understanding of the nature of her hostility and of its ramifications enabled her to re-establish her equilibrium. Within three weeks her depression lifted and much of the anxiety subsided, and during this period the estrogen level dropped to its previous low. From this time until the termination of therapy, there was a gradual improvement in her adaptive functioning. The estrogen level remained low.
Unfortunately termination of therapy was necessary as the patient left the city for a summer position and by the time of her return the research project had been discontinued.

Discussion
Several investigators have attempted to define the interrelationships between the emotional factors and the physiological, neurovascular, and hormonal change during the menstrual cycle. Although there is evidence that the hypothalamus influences the anterior pituitary, which in turn reacts on the gonads to set up the changes in the cycle; exactly how this is triggered, or what the pathways of stimulation are at the onset, is still unknown.
Both common observation and studies have shown that emotional factors can cause amenorrhea and changes in the frequency and duration of the menses; for example, a girl's fear of pregnancy or her first separation from home may change an otherwise normal cycle. There have been some studies that show that a severe trauma can cause interruption of the cycle, the endometrium remaining in exactly the phase it was in at the time of the trauma. 7 Other studies done on concentration camp inmates have confirmed these findings. Hypnosis can effect changes in menstrual flow. In some psychiatric diseases, such as depression and catatonia, menses frequently cease, usually temporarily.
Daniels has attempted to correlate hormone changes with changes in the psychological and emotional reactivity. In the case of a normally menstruating woman "psychiatric interviews occurring at the time of hormonal pressure brought increased spontaneous production of material, relief of tension, and improved social adjustment. In one instance this appeared to be associated with a conversion symptom produced or accentuated by the tension." Benedek and Rubinstein have shown that changes in the levels of the sexual hormones during the menstrual cycle can influence the intensity and type of emotional responses. Even more important, Tauber and Daniels, administering testosterone to male castrates, have shown that the influence of the hormone depends upon the general psychic integration and the orientation of the individual.
Moulton, studying patients with anorexia VOL. xvi, NO. 5, 1954 nervosa, noted the effects of administering estrogen or testosterone. She noted that "all vomiting attacks were found correlated with marked increase of cornification of the cells in the vaginal smears" (indicative of increased estrogen) and that ". . . two injections of estrogen caused the most prolonged attack observed with cornification and hysterical symptoms for a month. . . . Testosterone was given in one case to neutralize the estrogen with dramatic improvement for three months the first time and more transient improvement later." In the majority of the cases studied in the "amenorrhea project," 0 adaptive decompensation, actual or threatened, did occur with either a return of the menses or an increase in the hormone level.
The patient discussed would seem to confirm the above findings. At both periods when the patient felt the most independent and most able to compete with her sisters, a hormonal rise occurred. In both instances, with the hormonal rise there occurred a sharp break in her adaptive functioning, verging on ego disintegration. Intense bodily fears obsessed her and there was the beginning of mental confusion. At these times, all her conflicts became greatly intensified. The question arises whether these hormonal elevations were due to a changed emotional status or merely coincidence. However, when both factors coincided-a push toward mature femininity, sexuality, and maternity, and a rise in hormonal levels-her ego integration was threatened. There is also the possibility that the rise in the hormones occurred independently and exerted a pressure which led to anxiety, intensification of the emotional conflict, and a threatened disintegration.
The marked tendency to ego disintegration exhibited by this patient during increased emotional stress, together with heightened hormonal tension, is certainly indicative of a basically inadequate ego integration. This finding of a weak ego was confirmed in the broader study of patients with long-standing secondary amenorrhea. It would seem that both endocrinologists and psychiatrists should make certain to do a comprehensive evalua-tion of the emotional status of a patient with long-standing functional amenorrhea before plunging into hormonal therapy or psychotherapy. This precaution seems to have been neglected in the general literature as illustrated by the freely suggested use of hypnosis, the casual use of hormonal therapy, and the numerous references to the ease by which normal menstrual functioning can be restored with brief psychotherapy. The danger of symptomatic relief without consideration of the total personality has already been noted in other psychosomatic disorders, such as ulcerative colitis and asthma.
Summary
A case of long-standing secondary amenorrhea was studied psychiatrically at the same time that the urinary, estrogen, and gonadotrophin levels were measured. This case was used to illustrate distortion of the normal attitudes toward menarche and menstruation, and the change in emotional responses and adaptive functioning during two phases of increased estrogen urinary output. The question was raised as to whether the therapeutic relationship and the changes in the patient's adaptive functioning may not have influenced the rise in hormonal levels. Conversely, the hormonal rise occurring spontaneously may in turn have affected the emotional balance of A M E N O R R H E A the patient. It is felt that it may be dangerous to some patients' ego integration to use hormone therapy or psychiatric therapy without exercising great caution.
